Magnesium plays a role in calcium metabolism and hypomagnesaemia can lead to hypocalcaemia.1 Recently it has been recognised that prolonged aminoglycoside therapy can cause hypomagnesaemia.2 3 We have recently observed tetany associated with low serum levels of both calcium and magnesium in a patient receiving gentamicin, which resolved when the gentamicin was stopped and the serum magnesium was corrected.
Magnesium plays a role in calcium metabolism and hypomagnesaemia can lead to hypocalcaemia. 1 Recently it has been recognised that prolonged aminoglycoside therapy can cause hypomagnesaemia.2 3 We have recently observed tetany associated with low serum levels of both calcium and magnesium in a patient receiving gentamicin, which resolved when the gentamicin was stopped and the serum magnesium was corrected.
CASE HISTORY
A 21 -year -old male with a congenital ventricular septal defect was admitted with a ten -day history of rigors, malaise and anorexia. Three out of six blood cultures grew Staphylococcus aureus. A diagnosis of infective endocarditis was made and treatment with intravenous flucloxacillin and gentamicin was begun. Frequent peak and trough gentamicin levels were maintained within the therapeutic range. Eighteen days after treatment commenced, the pyrexia recurred and flucloxacillin was replaced by vancomycin. Three days later, he developed an allergic drug rash, and the vancomycin was changed to fusidic acid. Antibiotics were administered for a total of 56 days (Table) . Fifty-one days after treatment commenced, he complained of tingling around the lips and developed carpopedal spasm. The tetany responded to 30 ml 10% calcium gluconate (6-69mmol). The uncorrected serum calcium was 1-36mmol/I (2-10-2-50) and the serum magnesium was 0-39mmol/1 (0-7-1-03). Serum parathormone was 0-22pg/l which is inappropriately low for the serum calcium. Serum urea was 7-7mmol/I (3-3-8-8), creatinine 154mmol/1 (40-110), and albumin 39g/l (30-45).
A magnesium load of 30 mmol /1 magnesium sulphate in 250 ml of 5% dextrose was given intravenously over four hours, and urine collected over 24 hours for magnesium excretion. He excreted 68% of the total magnesium load in 24 hours (normal less than 50%) which shows excessive renal magnesium loss and excludes non -renal causes of magnesium deficiency.1' 4The calculation of the magnesium deficit is empirical as 99% of total body magnesium is intracellular and so serum magnesium does not accurately reflect total body magnesium. The deficit required to produce hypomagnesaemia is 0-5-1 mmol/kg of body weight. In our patient the deficit was 50mmol.
Tetany during gentamicin therapy 
